INTRODUCTION
Although transrectal ultrasound (TRUS)-guided biopsy of the prostate is the standard of care, it is limited by its availability and cost. Systematic finger-guided biopsy (SFGB) of the prostate is a viable option in such situations. [1] Injury to a surgeon's fingers can occur in SFGB as there is no barrier between the biopsy needle and the surgeon's hands apart from the glove. Herein, we describe a technique of SFGB of the prostate, which is economical and mitigates needlestick injury to the surgeon.
TECHNIQUE
The technique described uses a needle cap as a sheath that protects the surgeon's finger from needlestick injury. A sterile needle cap is cut obliquely so that it forms a bevel, and its length, which is around 4 cm, is equal to the length of distal and middle phalanges of the surgeon's index finger. This custom-made sheath is fixed all along its length to the palmar aspect of index finger of the surgeon's nondominant hand using sterile plasters. The sheath is fixed so that the bevel faces the palmar aspect. The patient is placed in a convenient position -lithotomy, Sims', or modified Sims' position. The surgeon then places his/her left index finger with the custom-made sheath per rectum and injects a local anesthetic using a long intravenous cannula needle passed through the sheath [ Figure 1 ]. The inner needle of an 18-gauge intravenous cannula, which is 7 cm long and 0.8 mm wide, is preferred as this length facilitates injection of the anesthetic deep into the prostate and periprostatic region. A generous amount of anesthetic agent can be injected into and around the prostate to block the nerves as desired. The beveled angle of the sheath does not interfere in accurate palpation of the prostatic nodules while at the same time protecting the surgeon's fingers. After adequate analgesia, the 18-gauge biopsy needle also is passed through the sheath, and the prostatic lobes are systematically sampled for 12 cores of tissues in total [ Figure 2 ]. Suspicious nodules in the prostate can be sampled with reasonable accuracy as the pulp of the surgeon's index finger is free to palpate because of the beveled tip of the sheath. Targeting a nodule is done by placing the pulp of the finger on the upper border of the nodule so that the sheath comes in line with the area to be sampled. The presence of a sheath reduces surgeon's anxiety and aids in better procedural outcome. This technique has been followed at our center for 80 patients with no needlestick injury and minimal postbiopsy pain and complications. We were able to get a minimum of 12 cores of prostatic tissue in all patients. The visual analog score is ≤3 in 93.75% of patients. The five patients (6.25%) with higher visual analog score were those who underwent repeat biopsies.
DISCUSSION
SFGB of the prostate is still carried out in many parts of India and underdeveloped countries considering the nonavailability of TRUS. SFGB of the prostate can be used along with TRUS-guided biopsy in men with normal prostates on digital rectal examination (DRE). Abrams et al. performed a prospective study comparing SFGB and TRUS-guided biopsy in 145 men with and without suspicious prostate on DRE. [2] The results were equivalent in both groups, probably due to the systematic nature of sampling in both the groups.
Prostatic biopsy is a painful procedure and pain during the procedure can hinder successful systematic biopsy, thereby compromising on diagnostic accuracy. Anesthetic blocks must be administered before the biopsy to alleviate pain. [3] In addition to periprostatic and intraprostatic blocks, perianal block also can be given at 3, 6, 9, and 12 o'clock positions around the anal sphincter. This helps to relax the sphincter and aids in easy passage of the surgeon's finger for biopsy. 
